The goal of this study was to examine the impact of supplementing Trauma-focused Cognitive Behavioral Therapy (TF-CBT; Cohen et al., 2006) with evidence-based engagement strategies on foster parent and foster youth engagement in treatment, given challenges engaging foster parents in treatment. A randomized controlled trial of TF-CBT standard delivery compared to TF-CBT plus evidence-based engagement strategies was conducted with 47 children and adolescents in foster care and one of their foster parents. Attendance, engagement, and clinical outcomes were assessed 1 month into treatment, end of treatment, and 3 months post-treatment. Youth and foster parents who received TF-CBT plus evidence-based engagement strategies were more likely to be retained in treatment through four sessions and were less likely to drop out of treatment prematurely. The engagement strategies did not appear to have an effect on the number of canceled or no-show sessions or on treatment satisfaction. Clinical outcomes did not differ by study condition, but exploratory analyses suggest that youth had significant improvements with treatment. Strategies that specifically target engagement may hold promise for increasing access to evidence-based treatments and for increasing likelihood of treatment completion.
behavioral difficulties, have been linked to higher rates of placement disruption and lower rates of reunification and adoption for children in foster care (Hurlburt, Chamberlain, DeGarmo, Zhang, & Price, 2010; James, 2004; James, Landsverk, & Slymen, 2004) . Studies involving foster care alumni suggest that high rates of mental health problems can continue into adulthood (Courtney, Dworsky, Lee, & Raap, 2010; Pecora et al., 2003) . In the foster care subsample of a nationally representative child welfare study (Kolko et al., 2010) , rates of Posttraumatic Stress Disorder (PTSD) were 24.9% (ages 8-10) and 15.7% (ages 11-14) . These rates are substantially higher than those in the general population (i.e., 4.7% lifetime prevalance; McLaughlin et al., 2013) and are equivalent to those of war veterans (Kulka, Fairbank, & Schlenger, 1990) .
Entering foster care can be a "gateway" to receiving mental health services, as placement is associated with higher rates of service receipt (Farmer et al., 2001; Leslie et al., 2005) . Nonetheless, the percentage of unmet mental health need for this population remains high, with only between 50% (Burns et al., 2004) and 64% (Leslie et al., 2005) of those with need receiving services. For those who do receive services, it is unclear whether or not they receive evidence-based treatments (EBTs) targeting their particular mental health problem (Landsverk, Burns, Stambaugh, & Reutz, 2006) . To date, a number of EBTs for a range of child and adolescent mental health problems have been developed and, in some cases, efficacy or effectiveness has been established specifically within child welfare (for reviews, see Chaffin & Friedrich, 2004) . There is substantial variation, however, in the degree to which EBTs are available in public mental health settings (Bruns & Hoagwood, 2008 )-the service sector in which most children, including those in foster care, receive services.
In general, EBTs that offer a good fit for mental health needs of children in foster care include interventions addressing behavioral difficulties (e.g., Parent-Child Interaction Therapy, Triple P, Incredible Years)-given the high prevalence of behavioral problems (Garland et al., 2000) -and trauma exposure and resulting sequelae. Trauma-focused Cognitive Behavioral Therapy (TF-CBT; Cohen, Mannarino, & Deblinger, 2006) , a well-established EBT, provides a good fit for children in foster care as it is designed to address behavioral problems and trauma-related symptoms. TF-CBT includes individual sessions with children and non-offending caregivers and conjoint child-caregiver sessions delivered over approximately 12-24 sessions focused on psychoeducation, skill building (e.g., relaxation), exposure, and cognitive work (for adaptations/guidelines on including offending caregivers in TF-CBT, see Dorsey & Deblinger, 2012; Runyon & Deblinger, 2013) .
To date, the empirical base for TF-CBT includes over 14 randomized controlled trials (RCTs). Efficacy data exists for preschool, school-aged, and adolescent male and female children (for reviews, see Dorsey, Briggs, & Woods, 2011; Silverman et al., 2008) . Studies have included a substantial percentage of African American children, with no significant differences by ethnicity (e.g., Cohen, Deblinger, Mannarino, & Steer, 2004) . Although initial studies focused on sexually abused children (e.g., Cohen et al., 2004; Cohen & Mannarino, 1996; Deblinger, Lippmann, & Steer, 1996) , recent RCTs, quasi-experimental trials, and open trials (e.g., CATS Consortium, 2007; Cohen, Mannarino, & Iyengar, 2011; Jaycox et al., 2010 ) include children exposed to other diverse traumatic event types (e.g., traumatic death, domestic violence, natural disasters).
For TF-CBT to be most effective, research suggests caregivers need to be involved in treatment (Cohen et al., 2006) . Deblinger, Lippmann, and Steer (1996) found that while posttraumatic stress (PTS) symptoms improved even without parental involvement, behavior problems did not. Caregivers help promote optimal treatment outcomes by reinforcing both skills (e.g., affect modulation) and psychoeducation about traumatic events, and by implementing behavior management in the home environment. However, engaging caregivers-and potentially foster parent caregivers-in treatment can be challenging. To our knowledge, empirical studies examining rates of foster parent engagement in treatment are not available. A recent open trial examining TF-CBT with children in foster care (Weiner, Schneider, & Lyons, 2009) found that treatment completion was linked to foster parent involvement. Those who received 11 or more sessions-defined as an active dose of treatment-had significant reductions in PTS symptoms (Weiner et al., 2009) . However, the children who completed treatment or were still in treatment at the end of the study had high rates (76-79%) of foster parent involvement (Northwestern University, 2008) . In comparison, for the nearly one third of children who dropped out of treatment, only 10% had a foster parent involved.
Engagement challenges are not unique to the foster parent population. Rates of engagement in community mental health treatment can be low for all families. Less than half of families attend the first scheduled visit (Harrison, McKay, & Bannon, 2004) and less than 10% remain in treatment after 3 months, with more than two-thirds dropping out within seven sessions (McKay, Harrison, Gonzales, Kim, & Quintana, 2002; Miller, Southam-Gerow, & Allin, 2008) . Engaging foster parents is likely as important as engaging biological or adoptive families. In foster care, learning and implementing behavior management is critical, given the high rates of behavior problems and the negative association between behavior problems and placement stability, reunification, and adoption . In general, foster parents are inadequately trained and prepared for the behavioral problems of children in foster care (Dorsey et al., 2008) . Interventions that build behavior management skills have stabilized placements and increased "positive exits" from foster care (e.g., reunification, adoption; Price, Chamberlain, Landsverk, & Reid, 2009) , with better outcomes for children in their care when foster parents attend treatment and are active participants (DeGarmo, Chamberlain, Leve, & Price, 2009) .
In response to these challenges, engagement interventions have been developed. Three relatively recent reviews Ingoldsby, 2010; Lindsey et al., 2013) describe common elements of engagement interventions from over 40 RCTs. Studies have tested the combination of EBTs and specialized engagement strategies for a range of populations, including Latino families, child-welfare involved parents, and parents of children with behavioral disorders (e.g., Chaffin, Funderburk, Bard, Valle, & Gurwitch, 2011; Nock & Kazdin, 2005; Szapocznik, Dantisteban, Rio, Perez-Vidal, & Santisteban, 1989) . These studies have demonstrated higher rates of engagement with the inclusion of a specific engagement-focused intervention, and in turn, better clinical outcomes, given that participants receive a higher dose of treatment and/or are more likely to complete treatment. EBTs are associated with positive outcomes for a range of child mental health problems, but only when children and families attend treatment and receive a sufficient dose of the EBT. In addition to achieving better clinical outcomes by leading to receipt of a higher dose of treatment, some studies that included engagement interventions have demonstrated further clinical benefit, potentially because they led to increased motivation for participants to actively participate in treatment (Chaffin et al., 2011) .
Research on engagement (McKay, Pennington, Lynn, & McCadam, 2001 ) highlights both perceptual (e.g., attitudes about mental health treatment) and concrete barriers (e.g., transportation challenges). In one study, perceptual barriers emerged as a primary predictive factor (McKay, Stoewe, McCadam, & Gonzales, 1998) . McKay and colleagues developed an engagement intervention with a strong perceptual focus, implemented during the first telephone contact with the caregiver and during the first in-person visit ). McKay's work builds on Szapocznik's Brief Strategic Family Therapy engagement strategies (Szapocznik et al., 1989) in that the first telephone contact is conceptualized as the beginning of treatment and not merely as a logistics-focused encounter (e.g., scheduling).
McKay's engagement intervention, now a manualized intervention named Training Intervention for the Engagement of Families (http://www.tiesengagement.com/) may have relevance for addressing engagement challenges with foster parents. In the first phone call, McKay's engagement intervention involves: (1) direct discussion of perceptual barriers, including prior negative experiences with mental health treatment and lack of confidence in treatment effectiveness, and (2) identification of the caregiver's own greatest concern about the child, which may or may not overlap with the referral reason. The clinician also elicits potential concrete barriers (e.g., transportation) and assists with problem-solving. During the first in-person visit, content from the phone call is revisited; the clinician provides and discusses a tangible resource in response to a specific caregiver-identified need (e.g., sleep problems handout) and links each intake activity to treatment.
The telephone engagement intervention alone resulted in better attendance at the first visit (McKay, Nudelman, McCadam, & Gonzales, 1996) ; delivery of the first visit engagement intervention improved attendance at the second appointment and treatment retention (i.e., 7.1 vs. 5.3 sessions attended). The combined intervention was most effective: families were more likely to attend the initial appointment, stay in treatment, and less likely to 'no show ' (McKay et al., 1998) . One study examined the combined engagement intervention with trauma treatments (including TF-CBT): 75% attended eight or more sessions (Hoagwood et al., 2006 ).
McKay's engagement intervention holds promise, but to date it has not been tested with the foster care population. The goal of the current study was to examine the impact of supplementing TF-CBT with McKay's evidence-based engagement strategies. Primary outcomes of interest were initial engagement (i.e., attendance at the first session), retention in treatment, and treatment completion. An additional exploratory goal was to gain a preliminary examination of the effectiveness of TF-CBT with children in foster care, given the limited research on EBTs with youth in foster care, and on TF-CBT specifically.
Method

Study overview
Data come from a small-scale RCT of standard delivery TF-CBT compared to TF-CBT plus evidence-based engagement strategies. The study was conducted in a large metropolitan area in Washington (WA) State between 2008 and 2011. Institutional Review Board approval was obtained from the Washington State IRB.
Child and adolescent participants
Participants were 47 children and adolescents between the ages of 6 and 15 and one of their foster parents (see Table 1 ). Foster parents included traditional foster parents (i.e., non-relative), kinship caregivers (i.e., relative placements), and suitable adult placements (WA-specific classification for non-licensed, non-relative placements). All participants were referred by child welfare social workers from offices in the participating region, who were asked to refer youth on their caseload with trauma histories who might benefit from TF-CBT. Prior to study initiation, research staff provided presentations to child welfare office staff on the study, trauma impact, and TF-CBT. To encourage broad, caseload-representative referrals, the study team served as a resource to provide TF-CBT treatment referral information for any youth on a social worker's caseload, whether or not the child was eligible for the study. To be eligible for the study, children: (1) resided in their current placement for one month or more; (2) experienced one or more traumatic event (s); and (3) following procedures in prior TF-CBT studies, had one symptom from each of the Diagnostic and Statistical Manual-IV Text Revised (DSM-IV TR; American Psychiatric Association, 2000) symptom criteria for PTSD (i.e., avoidance, re-experiencing, hyperarousal), as well as one additional symptom from any area. The CONSORT diagram in Fig. 1 shows participants screened, enrolled in the study, and who participated in TF-CBT.
Procedures
Washington State procedures were followed for enrolling children in foster care into the study. If legal custody was held by the state, prior to study referral, social workers first notified the biological parent(s) in writing and provided 10 days for parents to notify the social worker that they did not want their child to participate in the study. If legal custody was held Downloaded for Anonymous User (n/a) at University of Washington -Seattle -WSC from ClinicalKey.com by Elsevier on July 03, 2018.
For personal use only. No other uses without permission. Copyright ©2018. Elsevier Inc. All rights reserved. by biological/adoptive parent(s), the social worker asked for permission to provide the contact information of the parent(s) to the study team, and the study team contacted the parent(s) to obtain permission for child participation. For children for whom biological parents had no objections (state custody) or provided permission (parental custody), the social worker then made the first contact with the foster parent to explain the study and ask for permission to refer the child and foster parent for potential study participation. Research staff contacted the child's foster parent by telephone to confirm basic eligibility (i.e., age, placement duration) prior to scheduling an in-person meeting to obtain informed consent and child assent, screen for clinical eligibility (trauma exposure and PTSD symptoms), and if eligible, administer study baseline questionnaires. Children could meet clinical eligibility by either child or foster parent report on the PTSD assessment measure (see Measures section). Consent forms clearly stated that the foster parent did not have to be willing to participate in treatment, only the study.
Clinicians
Clinicians (N = 16) in five of seven mental health agencies approached agreed to participate. Clinicians were randomized to TF-CBT Standard or TF-CBT plus Engagement within each participating agency (e.g., condition nested within agency). Clinicians were primarily female (87.5%), Caucasian (62.5%), and in their mid-thirties (M = 36.2; SD = 6.8), with Master's degrees, predominantly in social work or counseling (75.1%). They had approximately five years of experience (M = 4.7; SD = 2.7) and high caseloads (M = 51.1; SD = 17). Clinicians did not receive incentives for participation; agencies received approximately $300 of resources for TF-CBT (e.g. books, games) as appreciation for participation. Prior to the RCT, clinicians in the Engagement condition participated in a small pilot of TF-CBT plus evidence-based engagement strategies to test and better tailor engagement strategies to foster parents (see Dorsey, Conover, & Cox, in press for details).
Clinician training
Prior to the study, all clinicians had 2 days of in-person TF-CBT training by the first author (an approved TF-CBT trainer) or another approved TF-CBT trainer as part of a State TF-CBT Initiative. Throughout the study, all clinicians received weekly group TF-CBT consultation by one of three TF-CBT experts (in agency groups, in-person and via telephone, alternate weeks). Clinicians who were randomized to the Engagement condition participated in an additional 6-h engagement procedures training that included didactics and modeling of the telephone and first visit engagement interventions, followed by clinician role-play of both interventions with feedback from the trainer and peer trainees (see http://www.tiesengagement.com/ for more information on the training).
1 49 child-parent dyads were randomly assigned to treatment, two standard condition youth were ineligible within a few days of randomization (one placed in group home, one ran away) 2 Child (Parent) 3 Two children in the standard condition and one engagement condition were still in active treatment at the end of the study. 
Fidelity monitoring
Trauma-focused CBT. Following procedures in prior TF-CBT trials, TF-CBT fidelity was monitored via audio review. Clinicians received direct feedback, written and oral, on their implementation of TF-CBT. Feedback was provided prior to the next scheduled session, except in rare cases of delayed audio file receipt. Although not quantitatively assessed, clinicians exhibited high fidelity to the TF-CBT model based on this expert review, likely due to the support provided by weekly group consultation and regular audiotape review feedback.
Engagement fidelity. For each case assigned to an Engagement clinician, one of the authors provided a 15-30 min telephone booster, which included didactic review and role play, prior to both the telephone and first visit interventions. Fidelity was monitored via clinician self-report on a checklist for each intervention. As the engagement intervention was the randomized aspect of the RCT (i.e., all participants received TF-CBT; only half received the engagement intervention), a quantitative measure of fidelity was used. Clinicians reported: (a) whether they completed each engagement component (four for the phone call; four for the first visit) and (b) skill in delivering each component (rating from 1 "poor" to 4 "excellent"). Fidelity data were missing for 5 of 24 cases for the telephone intervention (20%) and for 8 of 23 cases for the first visit intervention (34%). For the available cases, adherence was high for both the telephone and first visit intervention (M = 3.7; M = 3.94, respectively, out of a 4-point scale). Therapists also rated reasonably high levels of skill (M = 14.27; M = 13.87), corresponding with a rating of good to excellent.
Data collection
Data come from foster parents, children and adolescents, and clinicians. Foster parents and children ages 7 and older (children age 6 did not complete self-report measures) were assessed at baseline, 1 month into treatment (early assessment of therapuetic alliance and satisfaction), end of treatment, and 3 months post-treatment. All interviews with youth were conducted in-person. Data were collected via in-person or telephone interviews with foster parents. At the 1-month interview, if the child was 6 years old, foster parents were given a choice to complete the short 1-month interview (two measures only) by telephone or in-person. All data from clinicians were collected via secure web-based surveys.
Measures
Attendance data. Clinicians reported participant attendance weekly: (1) if an appointment was scheduled or not and (2) whether the child and foster parent (a) attended, (b) canceled, or (c) no-showed for the scheduled appointment.
Posttraumatic stress symptoms (PTS). Posttraumatic stress symptoms were assessed by foster parent and youth report using the UCLA Posttraumatic Stress Disorder-Reaction Index (UCLA PTSD-RI; Pynoos, Rodriguez, Steinberg, Stuber, & Frederick, 1998) . The UCLA PTSD-RI assesses trauma exposure (12 possible types) and PTS. Twenty items assess PTS criteria B (Reexperiencing), C (Avoidance), and D (Increased Arousal) per the DSM-IV-TR (American Psychiatric Association, 2000). Scores 15-20 are considered to indicate mild PTS, 21-37 moderate PTS, and 38 and above clinical PTS. The measure has acceptable psychometric properties (Steinberg, Brymer, Decker, & Pynoos, 2004; Steinberg et al., 2013) .
Satisfaction with treatment. We administered a revised version of the Client Satisfaction Questionnaire (CSQ-8; Larsen, Attkisson, Hargreaves, & Nguyen, 1979) used in prior TF-CBT studies at 1-month and at end of treatment to foster parents and youth. The CSQ-8 is an eight-item measure that evaluates client satisfaction with clinical services. The CSQ-8 has acceptable psychometric properties, with alpha coefficients ranging from .83 to .93 (Attkisson & Zwick, 1982) . Higher scores indicate higher satisfaction (range: 8-32); with scores between 8-20, 21-26, and 27-32 viewed as low, medium, and high levels of satisfaction, respectively (Larsen et al., 1979) .
Treatment alliance. Two subscales from an existing, adapted version (from MH55327, NIMH-funded; McKay, PI) of the Tolan Process Measures (Tolan, Hanish, McKay, & Dickey, 2002 ) assessed foster parent and youth perspectives on alliance at 1-month and end of treatment. The two subscales included Relationship with Interventionist (Parent: 10 items; Child: 8 items) and Satisfaction with Program (Parent: 13 items [one original item excluded]; Child: 8 items). For child report, items were re-worded to read "foster parents" instead of "family." Higher scores indicate better alliance.
Depression. The total score on the 27-item Children's Depression Inventory (CDI; Kovacs, 1992 ) was used to assess depressive symptoms via child report. A total score of 19 or higher is considered clinically significant. The CDI has excellent psychometric properties, with internal consistency coefficients ranging from .71 to .87 (Hodges, 1990 ).
Emotional and behavioral difficulties. The Internalizing and Externalizing Scales of the Child Behavior Checklist School-aged version (CBCL; Achenbach, 1991; Achenbach & Rescorla, 2001) , completed by the foster parent, were used to assess overall emotional and behavioral difficulties. The measure has excellent psychometric properties. T-scores 60-63 are considered borderline and 64 and over are considered clinically significant.
Child strengths. The Overall Strength Score from the 52-item Behavioral and Emotional Rating Scale (BERS) 2nd Edition (Epstein & Sharma, 1998) , completed by foster parents, assessed child strengths. The BERS has strong psychometric properties and coefficient alphas above .80 for all subscales (Epstein, Harniss, & Pearson, 1999; Epstein, Ryser, & Pearson, 2002) . Higher scores indicated greater strength, with scores of 115 and higher suggesting greater than normal strength, and scores 85 and lower suggesting lower than normal strength (Buckley & Epstein, 2004 1 Excludes participants still in active TF-CBT at the end of the study (n = 3). 2 Excludes participants who did not attend at least one session (n = 4).
Results
Analyses
Preliminary analyses. The study involves nested data (i.e., time within clients, clients within therapists, therapists within agencies). To examine the impact of nesting, we examined intraclass correlation coefficients (ICCs) at the therapist and agency levels, both of which were very low (.0001-.0009) for all major outcomes by parent and child report. Additionally, comparisons of model goodness-of-fit among two-(i.e., without therapist or agency effects), three-, and four-level models were not statistically significant for any outcomes. For parsimony, data were disaggregated and therapist and agency effects were not included in models, as findings did not differ across models including, and not including, nesting.
Primary analyses. Primary analyses examining the relation between study condition and a variety of treatment engagement variables were run using Chi-square tests for categorical data and independent-sample t-tests for continuous variables. To more rigorously examine patterns of treatment retention between conditions, competing risks Cox Regression analyses were run predicting termination via successful (i.e., treatment completion) or premature end of treatment and number of sessions until termination. This approach allows the inclusion of "censored" cases, that is, cases that did not have the event (e.g., termination) occur by the end of the study (Singer & Willett, 2003; Southern et al., 2006; Tai, Machin, White, & Gebski, 2001 ). All primary analyses are Intent to Treat (N = 47), with some exceptions, when appropriate to analysis question. Exploratory analyses. Two-level Hierarchical Linear Models (HLM) were run with time (months) nested within client to explore change in clinical outcomes, given limited (only one other study) research on TF-CBT and other EBTs specifically with youth in foster care. There was sufficient power for estimation, indicated by the fact that no model required more than 18 iterations to converge, reliability estimates were greater than .4 for all and .5 for most, and no standard errors were inflated. These analyses were conducted with a subsample (n = 37) who attended four or more sessions of TF-CBT and who were not still in treatment at the end of the study (excludes n = 3). Meta-analyses indicate that three or more CBT sessions result in some clinical improvement (Barkham, Shapiro, Hardy, & Rees, 1999) , and this standard has been used in past TF-CBT efficacy trials (e.g., Deblinger et al., 2011) . For this effectiveness trial, four sessions were used because in public mental health (compared to efficacy trials), the first session was predominantly an intake with TF-CBT begun in session two (allowing for a three TF-CBT session dose). Treatment duration for TF-CBT varies based on individual child need; therefore, length of time until end of treatment varied by client. To account for variation in time points, rates of change were modeled as change by month, with the intercept set at baseline and freely varying time slopes (Singer & Willett, 2003) . Missing data were estimated using Full Maximum Likelihood.
Primary analyses
Attendance. As shown in Table 2 , there were no statistically significant differences between study conditions for the percentage of caregivers and youth who: (a) attended the first scheduled in-person appointment (80% vs. 77.3%, for Engagement and Standard, respectively); (b) attended one or more TF-CBT sessions (96% vs. 95.5%); or (c) had at least one treatment cancelation or no-show appointment during the first month of treatment, although this trended in the direction of the Engagement condition (29.2% vs. 52.4%, for Engagement and Standard, respectively). For the subgroup (n = 45) who attended at least one session of TF-CBT (excludes n = 2) and completed treatment successfully or terminated prior to completion (excludes n = 3), there were no significant differences in total number of sessions attended over the course of treatment, although findings trended in the direction of the Engagement condition (M = 15.0 vs. 12.3, for Engagement and Standard, respectively). However, a significantly higher percentage of youth in the Engagement condition attended at least four sessions, and thus received an active dose of TF-CBT, compared to youth in the Standard condition (96.0% vs. 72.7%; see Fig. 2 ).
Treatment satisfaction and therapeutic alliance. There were no significant differences between conditions at 1-month or end of treatment on satisfaction with treatment or therapeutic alliance by either child or caregiver report (analyses available on request).
Treatment completion status. Treatment status at the end of the study was significantly different across the two conditions, excluding only the three youth still in treatment at the end of the study (n = 44). In the Engagement condition, 80% completed treatment, compared to only 40.9% in the Standard condition (see Table 2 ). Differences in treatment retention and completion were not accounted for by placement type (e.g., traditional vs., kinship). For the competing-risks time-to-event analysis, which included the full sample of 47, Cox regression models comparing study conditions were run with varying events of interest as dependent variables: Model 1 examined treatment ending prematurely, censoring children who successfully completed treatment. Model 2 examined successful treatment completion, censoring children who had a premature end of treatment (see Fig. 3 ). The three children still in active treatment were included as censored cases in all models.
Findings from the event-specific models and a global model indicated that study condition was significantly different by model (-2 Log Likelihood global-event specific difference 2 (1) = 7.437, p < .01; generalized Wald 2 (1) = 19.55, p < .001). Study condition was significant for premature end of treatment (Model 1; ˇ = −1.323, p = .024), but not for successful treatment completion (Model 2; ˇ = .518, HR = 1.679, p = .217). Youth in the Engagement condition were significantly less likely to have a premature end of treatment, and if they did end treatment prematurely, they were retained for more sessions than those in the Standard condition.
Exploratory analyses: TF-CBT effectiveness
We examined treatment outcomes for participants who attended at least four sessions and were not still in active treatment at the end of the study (n = 37; see Fig. 1 ), resulting in ten participants excluded.
Missing data. All foster parents who attended four or more sessions (n = 37) had at least one valid post-baseline interview-33 (89.2%) at end of treatment and 29 (78.4%) at the 3-month follow-up. All 29 youth 7 years and older had at least one valid postbaseline interview-24 (85.7%) at end of treatment and 23 (82.1%) at the 3-month. Missing interviews at either timepoint for parents or youth were not statistically related to study condition, baseline outcome measures (e.g., PTS severity score), or child's sex or race/ethnicity. Effectiveness analyses. Two-level HLMs were run for all foster parents (n = 37) and children (n = 29) with at least one follow-up (e.g., end of treatment or 3 months post-treatment), with time nested by client. There were no significant differences on any of the clinical outcomes by study condition (analyses available by request). Therefore, these exploratory analyses include the combined sample of participants (i.e., both TF-CBT Engagement and TF-CBT Standard), to provide the best preliminary estimates of TF-CBT effectiveness with children and adolescents in foster care. All outcome measures indicated statistically significant improvement over time (see Table 3 ). Per month, parents reported estimated average decreases of 1.30 in PTS severity, .87 in CBCL internalizing t-scores, .40 in CBCL externalizing scores, and 1.20 increases in BERS overall strength scores. Children reported significant decreases in PTSD severity of 1.45 and CDI total scores of .37 per month.
Discussion
In this small study, a brief engagement intervention made a significant difference in improving treatment retention and completion for children and their foster parents involved in TF-CBT. Those who received the engagement intervention were significantly more likely to receive an active dose of TF-CBT (i.e., attend four or more sessions) and were less likely to have a premature treatment exit. Across the two conditions, however, no differences were found in attendance at the first scheduled session or in the proportion of no-show or canceled sessions. The engagement intervention also did not appear to impact the therapeutic relationship or satisfaction with therapy, nor, in our exploratory analyses, did the engagement intervention iteslf relate to therapy outcomes. For the combined sample, collapsing across both conditions, children who received at least four sessions of TF-CBT had significant decreases in PTS and other emotional and behavioral symptoms, reflecting positive outcomes in prior TF-CBT studies. These analyses, while exploratory, underline the importance of engagement-children and youth in foster care who received TF-CBT appeared to gain some benefit, although more rigorous examinations will be required to determine if clinical improvement was related to receipt of TF-CBT.
In the continuing environment of budgetary limitations, low-cost, potentially high-impact interventions like McKay's may be particularly attractive. The McKay engagement intervention examined in this study is relatively brief in nature, adding only minimal time to the first phone contact and to the first visit (e.g., less than 15 min per contact). In addition, in comparison to concrete barrier interventions, which may require restructuring of clinic procedures (e.g., offering later appointment times, providing on-site childcare) or additional funding (e.g., for transportation, childcare), perceptual interventions involve only restructuring goals and content of early interactions. Our findings reflect those of other brief engagement interventions (Nock & Kazdin, 2005) , which have been found to have a positive impact despite brevity. In McKay et al.'s (1998) work, the inclusion of the engagement intervention resulted in families attending approximately two additional sessions, which mirrors our findings of a mean increase of nearly three additional sessions; although for our study, this increase was not statistically significant. In our study, the greatest impact involved keeping families in treatment through four sessions (i.e., an active dose of TF-CBT) and offering protection against premature treatment termination. Given other findings that TF-CBT is effective but engagement can be challenging in some settings (e.g., Jaycox et al., 2010) , these results are promising.
Interestingly, in comparison to prior studies (e.g., McKay et al., 1996) , for this foster care-focused study, the engagement intervention appeared to have little impact on initial attendance, in that almost all foster parents and youth attended the first scheduled session. Contrasting findings may be due to the specific study population. In some cases, courts mandate treatment for youth in foster care, and therefore initial engagement (first session) may be more of a requirement for foster parents, such that the engagement intervention has less of an impact at that point. Alternatively, contrasting findings may be due to the small sample size or differences in study procedures. In our study, youth referred by child welfare workers had to be screened for trauma exposure and symptoms of PTS to determine TF-CBT appropriateness, and therefore all children and foster parents had at least one prior contact with a research interviewer. Although more research is needed, potentially, this interaction was sufficiently 'engaging' to increase attendance at the initial session. In McKay's studies, attendance and retention were tested at the clinic-level (for a wide range of treatment needs) and did not require an additional, upfront study contact. Regardless, for this sample, engagement differences emerged subsequent to the initial session. Although our sample was small, there were few exclusionary criteria and TF-CBT was provided by community-based clinicians under usual care conditions (e.g., high caseloads). Therefore, findings likely are generalizable to the broader foster care population.
Exploratory analyses: treatment effectiveness
Exploratory analyses suggest that receiving the engagement intervention did not relate to treatment effectiveness beyond being associated with higher treatment dose and treatment retention. In the literature, some studies showed improved outcomes of interest (i.e., child physical abuse recidivism) when specific engagement procedures were included (Chaffin et al., 2011) , beyond that conferred by receiving a higher dose of treatment or completing treatment. Other studies, like ours, found that the engagement intervention led to higher treatment dose and retention, which, in turn, has been associated with more positive outcomes (Briones, Robbins, & Szapocznik, 2008) .
This study is only one of two to date examining TF-CBT specifically with youth in foster care. Looking at children and adolescents in both conditions, findings suggest that TF-CBT may be beneficial for this population based on both child and foster parent report of significantly reduced PTS, depression, internalizing and externalizing symptoms, and increased strengths. However, as the study was uncontrolled, changes in symptoms over time may not be attributable only to the intervention and may reflect natural progression of symptoms over time. Further research should examine outcomes for the foster care population using more rigorous designs (e.g., RCT) with larger sample sizes.
Child welfare engagement challenges: not limited only to foster parents It should be noted that obtaining referrals to TF-CBT was challenging, even though the treatment was (1) fully supported by Medicaid, (2) a good fit for the population (i.e., given high rates of trauma exposure), and (3) available in geographically disparate locations. Despite repeated, varied contacts and offers to assist in either linking potential referrals to TF-CBT (via the study or outside the study) or to another EBT, often there was little caseworker follow up. Child welfare social workers have a wide-ranging span of job duties, of which addressing child mental health needs is only one (Stiffman, Pescosolido, & Cabassa, 2004) . Their critical role as brokers for mental health services is an important and often overlooked factor (Dorsey, Kerns, Trupin, Conover, & Berliner, 2012) .
Engagement challenges: placement disruption
A focus on engaging foster parents is important, as demonstrated by this trial, but building connections between mental health and child welfare is also critical for effectively addressing mental health needs of youth in foster care. Although not a primary focus of the study, we observed unique engagement challenges subsequent to a child or adolescent's placement disruption. In both conditions, once placement disruption occurred, it was particularly challenging to re-engage the child in treatment, with engagement failures nearly equivalent across the study conditions. Following placement disruption, clinicians attempted to make contact with the new foster parent to continue TF-CBT but encountered challenges at a variety of points (i.e., initial contact, first visit, ongoing visits). Substantial geographic changes subsequent to placement changes (i.e., child placed outside of the county) also contributed to engagement challenges. More attention needs to be paid to mental health treatment continuity, among other pressing challenges, when placement disruption occurs.
Limitations
The study has a number of limitations within which findings should be considered. First among these is the small sample size. The study was designed to test the feasibility of combining TF-CBT with evidence-based engagement strategies and to examine any potential benefit for engagement and retention to inform a larger trial. Therefore, given the feasibility goal, participant enrollment was limited. Second, because of the specialized nature of TF-CBT, a treatment for children with trauma exposure and trauma-related sequelae, children were screened by our research team prior to their contact with their TF-CBT clinician, which may have impacted their likelihood of attending the first session. Third, since we conducted an exploratory examination of clinical outcomes without a control group, improvements may simply reflect change over time. Despite these limitations, this study is one of few examining EBTs with the foster care population, potentially the only one experimentally examining engagement with this population, and one of a limited but growing number of TF-CBT studies using community-based clinicians.
Conclusions
Short-term EBTs for children and adolescents in foster care hold promise for improving outcomes, particularly when they include strategies for involving caregivers in treatment. However, too many youth in foster care receive non-specific, long-term therapy in which caregivers are not involved. Among the benefits of the type of engagement intervention used in this trial are the limited resources required for its implementation, paired with its potential to yield greater retention in treatment, lower rates of premature dropout, and, hopefully, improved youth outcomes. Our results suggest that with a time-limited training (4-6 h) in McKay's engagement procedures, brief consultation on application with families, and an additional 15 min dedicated to using them with each family at the first two contacts, clinicians may substantially increase foster parent and youth retention, which in turn may lead to improved outcomes for this high-needs population. Given the high dropout rates and low retention rates for foster care, and all families, more studies focused on engagement are needed.
